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l. EXECUTIVE SUMMARY

1.1. The Bungoma Didrict Initigtive (BDMI) is a five-year project (1998-2002) funded by
USAID and the Kenya Government & an estimated cost of US$ 5 million. BDMI is pat of
USAID’'s regiond programme “The Africa Integraied Madaria Initiaive® (AIMI), being
implemented in three other African countries. Zambiaz Mdawi and Benin. The am of the initidtive
is to explore programmatic options for reducing morbidity and mortaity among children under the
age of five years and among pregnant women, and to strengthen loca capecity to deliver effective
and sugtainable integrated maaria control a the hedth facility leve. In this respect, the project is in
line with and operates within the Kenya nationad set gods under MOH, amed a reducing morbidity
and mortaity among children under five years and pregnant mothers.

1.2. Goal and Objectives of the Project

The god of BDMI is to reduce mortaity and cases of severe illness due to mdaria in Bungoma
Didtrict.

Specificaly the objectives of BDMI are:

Improved management of fever and anemia, principdly among children under-5 years of
age, by hedth workers at the hedlth facility.

Improved capability of mother and other caretekers to manage fever and anaemia a the
household levd.

Improved prevention and management of maariain pregnancy.

Increased household use of insecticide treated materias.

Effective collection and use of information for planning, monitoring and evaluation
1.3.  Objectives of the Evaluation

The BDMI has been the single largest program working on the prevention and management of fever
among children under the age of five years and in pregnant women in Bungoma didrict. The
evauation team was s expected to assess changes in, or extent to which, the project has impacted on
each of the objectives The question to answer is whether the various interventions made a
gonificant difference in the management of maaia among under-fives and pregnant women in
Bungoma Didtrict.

The evduation team used a vaiety of goproaches. To discern any changes that may have taken
place, the issues raised a basdine were as much as possble raised a the end-line evauation to
facilitate comparability. Given the time frame the evduation was organised in terms of review of
documents, preparation of instruments such as checklists, guides for focus group discussion,
quesions for exit interviews and smulation exercises Interviews a hedth facilities comprised
hedth providers, Exit with caregivers, exit with ANC dlients and observations of management of a
sick child.

Other gpproaches used for vdidation included random review of previous cases in the register
managed a the hedth facility and smulaion exercises around case management. There was Ao
oot check on supplies a the hedth facility to gauge the extent to which systems support was in
place.



For logigicad congderations the information pertaining to each of the objectives was collected
gdmultaneoudy a the sdected hedth facilities, and to some extent their catchment aress. At the
policy levd interviews were hedd with MOH officids particularly the rdevant divisons of Child
hedth (IMCI) and Naiond Maaria Control programme. In addition organisations, which are
programmaticaly linked to the project were interviewed Community representatives such as ANC
mothers a exit, CORPs represented by TBAS, drug vendors and organized community groups
(OCGs) were dso interviewed.

In the project document there were process and outcome as well as impact measures spelled out for
each of the objectives. Jointly, these were supposed to contribute towards lower child/materna
morbidity and mortdity. However, it is important to note that the timing of implementation of the
vaious interventions is variant. Apat from IMCI interventions, which were initiated even before
the forma BDMI project, most of the interventions started implementation in year 2000 and 2001,
aound the time of the mid-term evauaion. Therefore, for this end of project evauation it is more
feesble to tak about trends rather impact, which requires a longer period of implementation,
gringent monitoring and evauation of project activities and careful account of the contribution of
other players within the digtrict.

The BDMI operated within the nationd set gods amed a reducing morbidity and mortdity among
children under five years and pregnant women. In this respect, wo integrated strategies were being
tested: one to improve the care of sick children and the second to reduce the burden of mdaria
especidly on children and pregnant women and by extenson, the community as a whole. The
project has provided useful basdine information on knowledge, attitude and practices both at the
hedth facility and community levels This has in turn informed refinement and adjusments in the
implementation of the proect; dlowing for flexibility and innovativeness as a response to the
various demands created in the course of the project life (Seltzer 2002),

IMCI training and supervison has contributed to improved capability among hedth workers.
Multiple evduations of IMCI case management have shown that qudity of care can be improved
with a reasonable level of support (Herman, HFS, 2002). Based on a random review of case
management at the hedth facility and observation there is an overal impression of good practice.
Out of the 13 hedlth providers observed 11 were found to be undertaking correct assessment, correct
classfication and correct tretment. This is largely reflected in the Hedth fadlity survey (Herman,
HFS 2002). The provider-client interaction has improved evidently by the provider welcoming the
client, giving advice and telling the diagnoss. However, because of the synergy of interventions it
is dso plausble to argue that the successes visble in IMClI would dso be attributable to the
presence of other NGOs providing complementary training and/or systems support.

Client appreciation of the IMCl gpproach noted a midterm evauation has continued to grow
(Olenja 2000). Caretakers were happy with the fact that they were told the diagnosis and that drugs
were adminigered ingantly. These views were echoed a the find evaudion of the project.
Through exit interviews caregivers were asked about their perspective of the service received. Most
caegivers were satisfied with the comprehensve examination of the child and trestment. Waiting
time and service, which had been an issue in some respect, was sad to be satifactory. Of the cases
that were observed hedth providers spent on average 20 minutes with the child. This is condgtent
with the HFS 2002 finding that providers spent on average 24.8 minutes per encounter (Herman
2002).

Traning and supervison are the most expensve aspects of the IMCI but they are dso critical inputs

a the hedth fadlity leve for any dgnificant impact in the provison of qudity care. Consequently
there are severa options under condderation to sustain training and supervison.  For cost-
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effectiveness of the IMCI drategy pre-service training is an option. There are discussons between
MOH and rdevant training inditutions to revise the curriculum to accommodate IMCI.  Meanwhile
on-job-training that was dready working in Bungoma and peer supervison need to be evauated for
their feasibility and moddlities for certification.

The community IMCl was launched as an essentid component of the IMCI drategy a the firg
IMCI globa review and Co-ordination meeting in September 1997. CIMCI focuses on 16 practices
covering an aray of primary hedth care practices, largely preventive and promotive. BDMI has just
begun to address some of these, particularly maaria control and prevention. The vendor-to-vendor
(VTV) and Jrani- Kwa Jrani (JKJ) are complementary interventions, one addressng the issue of
access and the other, community awareness of effective and prompt trestment of mdaria Drug
vendors have exiged, often filling a gap due to a week hedth care ddivery sysem. These two
interventions are indrumentd in the rollout of community IMCI in the didrict and should be
supported.

From a community perspective TBAs are a key resource yet from a programme standpoint their role
in maternd hedth remains ambivaent. In the context of BDMI their contribution is yet to be seen
as only 100 were trained in November 2002. Given the divergent views on the role of TBAs the
project could wel recast this, emphaszing their role as change agents and advocates in the
community, paticulaly encouraging women to attend ANC agppropriately. In one of the
dispensaries, Milo; TBAs who had been trained were dready demanding the ANC cad from
pregnant mothers as evidence of ANC attendance; before they could attend to them. Currently the
number of women who atend ANC is high, those who get SP are growing but because they come
late for ANC they are often overdue for the second dose of SP. In this respect BDMI should link up
with other partners in the didrict to work out an appropriate role for TBAs who may be
instrumenta in getting ANC mothers to seek service in time to receive both doses of SP.

Codt is a mgor barier in the purchase and use of nets. As a measure of sudainability and exit
srategy OCGs were encouraged to form an umbrela body that would be able to coordinate sources
of nets after the project. The Bungoma Community Hedth organization (BUCHO) was established
and regisered as a Community Based Organization (CBO). The participation of the community
through organized groups in this project has been one of the innovative pathways to linking the
community with the hedth care sysem. On discusson with BUCHO officids it was evident that
dthough they are senior retired civil servants, they are not tested in their proposed role. Currently
they have limited capacity to undertake the onerous responshility of overseeing net distribution.
They would require cgpacity building in financid management and marketing. Given tha PS nets
are chegper and that they have an established network in the didtrict, their role as overseers of ITNs
distribution should be explored.

At mid-term review it was recommended that USAID and implementing partners review the
current monitoring and evauation drategy. Two years later, this was not wel articulated to the
evaluation team. Whereas there has been activity level data that has facilitated interim adjustments
in gpecific project areas, more rigorous data collection and collation did not occur. From the
discussons with DHMT and paticulaly with the officer in-charge of records, other hedth
providers and observations a hedth facilities, it is clear that this component of BDMI remains the
weakest. Future support for the project should focus on monitoring and evaduation by way of
desgning tools to collect and collate project specific data on a continuous bass. This will be key
given that the interventions are now consolidated and underway.

The lessons learned from the interventions under BDMI have wider gpplication, nationdly,

regiondly as wel as intenaiondly. This is paticulaly so with the community interventions of
VTV and XKJ. With regad to community IMCI the activities in Bungoma will inform the nationd
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assessment for community IMCI that is ongoing. Regiondly, as a result of the presentation of the
VTV manud, BASISGhana and Uganda ae reportedly adapting these approaches while
organizations in Cambodia and Rwanda have requested QAP to assst in adapting these gpproaches.

Madaria remains a priority area and the integrative nature of the project reflecting case managemernt,
vector control, malaria in pregnancy and IMCI indicates that the BDMI project was redly piloting
the policies that are dready spdt out at the natiiond leve. This is reflected in the Nationd Hedth
Sector Strategic Plan (NHSSP) covering the period 1999-2004. Within this Plan there are various
drategies that are regarded high priority for morbidity and mortdity reduction, specificdly Mdaria
and IMCI drategies. In terms of vaidity and replicability, the BDMI was modded in line with the
nationd context and policies reflecting the hedth sector reform with emphass on the
decentralization, focusing on priorities and resource alocation.

Although the operaions research component was expensve and therefore not so amenable to
replication, this was a relevant and key exercise for the project in that it provided the necessary
benchmarks that are important for monitoring and evduation. In terms of viability, the IMCI
component of the project is the most amenable to replication in that it is more inclusvelintegretive
in goproach, addressng hedth issues in a continuum, from the hedth facility to the community
levd. The 16 components as a package can be addressed with the community as partners
increesngly playing a key role in their own hedth. BDMI has just begun to implement some of the
interventions that will inform the nationa needs assessment for community IMCI that is ongoing.

At the levd of organization of the project it important to recognize thet in the implementation of the
key interventions, the DHMT, representing the MOH took the lead while the NGOs and CAs
provided technicd and logigicd support. The synergy of interventions, as a rexult of
complementary expertise did contribute to the capacity of the DHMT even when the work seemed
like an overload. However, coordination for results a the agppropriate time can be daunting
particularly when some of the key players are not physicaly present. This was observed a mid
term and some adjustments were made to improve the working rdationships. Whereas AMREF was
effective in the direct taskdinterventions with the DHMT the project coordinator seemed often
experience difficulties as the coordination role did not come with any amount of leverage or control
over the other CAs other than rely on persuasion and good will.

In spite of the late Startup of most of the interventions, the overal impression isthat the project

has made notable contributions a policy and programmatic levels. Even though it was not feasble
to measure impact a this point in time of the project, the trends are indicative of the potentia
contribution of the various interventions to maternd health and child survivdl.



14.

Recommendations

Create a balance between operations research and implementation of other project components
during the project life to dlow adequate time for interventions.

In planning for a Smilar project it is critical to involve al redevant stakeholders and in particular
the office of the PMO who would often backstop supervison as well as monitor the different
NGO activitiesin the didtrict to rationalize resource utilization.

It is acknowledged that the Bungoma DHMT displays a high levd of commitment and
conditutes a much needed resource team for nationd leve training. It is partly for this reason
that supervison a the didrict leve suffers. The DHMT will need to address this as a
management issue; baancing the needs of the didtrict againgt service at the nationd leve.

Bungoma DHMT will need to maximize on the use of avalabile resources from partners
working in the digtrict on complementary hedth projects to effectively address issues of referrd
and supervison.

There is need to support IMCI training to reach the target of 60%. In some instances, training
usng Onjob-Training (OTJ) may be the way to go with intensive peer supervison to bridge the
gap between trained and untrained hedth workers on IMCI. However, these approaches will
need to be evauated for their feaghility.

Through appropriate training sirengthen the capacity of TBAS to become advocates and change
agents, emphasizing the importance of IPT for pregnant women and the need to attend ANC

promptly.

Links with poverty reduction programmes and loca employers will be key in addressng issues
of affordability for ITNs.

Future support to Bungoma didrict should focus on support to community based interventions
that have just been rolled out as wdl as M&E system, including development of monitoring
tools that would be needed to collect data continuoudy and data management.

At an appropriate time, undertake a household survey to gauge the impact of the project on the
community, specifically on maternd heglth and child survival.
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[l. BACKGROUND
2.1. Introduction

According to the Kenya Demographic and Hedth Survey (KDHS) of 1998 under fives mortdity has
risen from about 80 deaths per 1,000 live births to currently 112 desths per 1,000 live hirths.
Maternd mortdity ratio of 590 per 100,000 live births was aso reported. The Kawya hedth sysem
has been sengtive to this and through the establishment of the maternd and child hedth (MCH)
progranme;, has atempted to address areas of morbidity and mortdity specificdly for the
vulnerable groups, pregnant women and children.

In terms of disease burden maaria remains the leading cause of morbidity and mortdity, and
therefore a mgor public hedth problem in Africa Between 300 and 500 million episodes of
mdaria and 1.5 to 25 million deaths occur annudly in Africa At least 14,000 children in Kenya
require admisson each year due to complicated maaria. Approximately 26,000 children die each
year from direct consequences of mdaria infection. Maaia, ARI, diarhoea, meades and
manutrition are the leading causes of mortdity to over 70% of the deaths in this age group®.
Mdaia continues to have a mgor effect on the hedth and surviva of children in Kenya,
partticularly in areas where mdaria is endemic or where epidemics appear periodicaly. Since the
mid-1980s there has been a re-emergence of mdaria, in part due to increesng drug resstance and to
inadequate health services.

In response, the Kenya Hedth Policy Framework Paper (1994) proposed strengthening of activities
directed a the reduction of morbidity and mortdity due to mdaria In order to achieve this, the
Minigtry of Hedth has developed the Nationd Hedth Sector Strategic Plan (NHSSP) covering the
period 1999-2004. Within this Plan there are various drategies that are consdered high priority for
morbidity and mortdity reduction. Of relevance to the proposed evauation of BDMI ae the
Nationd Mdaria and IMCI drategies. The Nationa Maaria Strategy (NMS) ams “To reduce the
level of mdaria illness and death in Kenya by 30% by the year 2006 and to sustain that improved
level of control to 20102, This strategy was launched in 2001 as pat of Africa maaia day. In
addition, Kenya has adopted IMCl as a drategy for reducing morbidity and mortality in children
and enhancing child surviva. The implementation of this drategy is dready underway in 17
districts® It is recognized that to meet the set gods in hedth, the development of partnerships under
the umbrdla of MOH & wdl as hanessng the role of the community as the recipients of the
sviceis critical.

2.2. BungomaDistrict Malaria Initiative (BDMI)

The Bungoma Didrict Mdaria Initiative (BDI) is a five-year project (1998-2002) funded by USAID
and the Kenya Government a an estimated cost of US$ 5 million. BDMI is pat of USAID’s
regiona programme “The Africa Integrated Madaria Initiaive” (AIMI), being implemented in three
other African countries Zambia,z Mdawi and Benin. The am of the initiative is to explore
programmatic options for reducing morbidity and mortdity among children under the age of five
years and among pregnant women, and to strengthen local capecity to ddiver effective and
sugtainable integrated maaria control a the hedth facility leve. In this respect, the project is in line
with and operates within the nationd set gods amed a reducing morbidity and mortaity among
children under five years and pregnant mothers.

1 MOH: National Implementation Plan for Integrated management of Childhood illness (IMCI) Strategy 2001-2004

2 Ministry of Health: National Malaria Strategy 2001-2010
3 Ministry of Health: The status of IMCI implementation in Kenya
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2.3.  Goal and Objectives of the Project

The god of BDMI is to reduce mortaity and cases of severe illness due to mdaia in Bungoma
Didtrict.

Specificdly the objectives of BDMI are:

Improved management of fever and anemia, principaly among children under-5 years of
age, by hedth workers a the hedth facility.

Improved capability of mother and other caretakers to manage fever and anemia a the
household levd.

Improved prevention and management of maariain pregnancy.
Increased household use of insecticide treated materias.

Effective collection and use of information for planning, monitoring and evauation

2.4.  Objectives of the Evaluation

The BDMI has been the single largest program working on the prevention and management of fever
among children under the age of five years and in pregnant women in Bungoma didrict. The
evauation team is expected to assess changes in, or extent to which, the project has impacted on
each of the objectives comprising:

Management of fever and anemia a the facility and community levels as aresult of the project

Use of intermittent presumptive treatment (IPT) with sulfadoxine pyrimethamine (SP) for
prevention of maariain pregnant women in the didrict as aresult of this project.

Community accessto ITNs

Capacity of the DHMT to collect, andyze and use data for planning and for informing policy at
the nationd leve.

Community and hedth workers knowledge and practices in regard to prevention, treatment and
management of fever and anemia as compared to basdine surveys, initid needs assessment and
any other relevant surveys and assessments

25. Broad Hypothess

The broad hypothesis tested was whether the various interventions made a sgnificant difference in
the management of mdaria among under-fives and pregnant women in Bungoma Didtrict.

2.6. Methodology

The evauation team used a variety of gpproaches to address the Scope of Work as spelt out in the
terms of reference (Annex 1). To discern any changes that may have taken place, the issues raised
a basdine were as much as possble raised a the end-line evdudion to facilitate comparability.
Given the time frame the eva uation was organised as follows:

12



Review of documents

Basdine and current documents were reviewed. The review included appropriate policy
documents and guidelines regarding management of aneemia and madaria among under 5s
and pregnant women.

Preparation oft evaluation instruments (Checklists, guides for focus group discusson,
questions for exit interviews and Smulation exercises).

Interviews and observations at health facilities (Hedth providers, Exit with caregivers, exit
with ANC clients and observations of management of a sick child as wel as random check
of management of previous cases in the register). Other agpproaches used for vdidation
included smulation exercises around case management. For example: “If a child comes in
with: fever, diarrhoea etc — what would you do?’

oot check on supplies/inputs at the health facility

For logigicd condderations the information pertaining to each of the objectives was
collected smultaneoudy a the sdected hedth fadilities and to some extent ther catchment
aress. A detalled field evauation programmeis attached as Annex 2.

The level of collaboration between the Collaborating Agencies (CAs), which is crucid to
this project, was measured by frequency of joint review meetings and the extent to which
relevant adjusments were made to improve the implementation of the project. The linkages
in terms of joint effort in dissemination of the findings were dso explored. This was
achieved through discussons with the DHMT as the project implementer and AMREF as
the coordinator of the project aswell as one of the CAs.

At the policy levd interviews were hdd with MOH officids paticulaly the rdevant
divisons of Child hedth (IMCI) and Nationd Maaria Control programme. In addition
organisations, which are programmaticdly linked to the project such as WHO, UNICEF,
DFID were aso interviewed. Other stakeholdersNGOs such as Population Council and
AMKENI focussng on dgmilar issuues dther in Bungoma or dsawhee wee adso
interviewed.

At the provincid leved the PMO, Western Province was interviewed while a the didrict
level members of the DHMB and the HCDCs were interviewed. In addition community
representatives such as ANC mothers a exit, CORPs represented by TBAS, drug vendors
and organized community groups (OCGs) were interviewed.

Findly, a dissamination workshop was hdd a which the prdiminay findings of the
evauation were presented. The ligt of participants is attached as Annex 3. Comments from
the workshop have been incorporated in the final report.

2.7. Presentation of the Report

The presentation of the report is by objective showing the various activities undertaken, the tracking
system of the indicators where possble and the extent to which the targets have been met by the end
of the project. In as fa as possble the condraints for achieving the targets have adso been
identified, discussed and recommendations made. In section IV key issues are presented and
discussed. This comprises the management of the project; policy implications in the context of roll
back maaria, sudanability and replication of dements of the proect. Conclusons,
recommendations and lessons learned are made. A financid analyss of this project has been made
and is presented as a separate document.

13



I1l.  Findings

Each of the objectives generated specific activitiesinterventions based on findings of pre-design
and basdine assessments. The first two years of the project were devoted to process indicators so
that operations researches and logistical activities dominated this initid phase of the project®.
During the year 2000, planning of specific activities was provided for under each objective and this
marked the beginning of a full-fledged intervention phase of the project. The following section
presents the planned activities and achievements againgt the targets based on the project objectives.

3.1. Objective One: Improved management of fever and anemia, principally among
children under-5 year s of age, by health workersat the health facility.

Panned activities for this objective were:
Operations research to guide the interventions

Training:

Supportive supervision

These activities were based on the basdine findings of 1994 and evauation of 1997, both before the
initiation of the project. Key findings from these two activities (basdine and evauation) were:

Data from a 1997 andyss of HWs peaformance immediately after traning and 1-3 month post
traning as wdl as data from supervisory vidts had documented a perssent problem with the
identification, treatment and referra of children with severe illness. This deficiency was addressed
in subsequent supervisory vidts as well as the gpplication of QAP principles to address barriers to

4 Olenja, J. 2000. Mid-Term Evauation of BDMI
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conggtent use of IMCI guidelines. Community pharmacies were also introduced to address the issue
of drug shortage, utilizing revolving funds to purchase essentia IMCI drugs.

In 2001 the DHMT introduced three interventions in 14 randomly sdlected facilities to further
address concerns regarding hedlth worker performance. These comprised:

1) Site vidits by senior members of the DHMT to promote the consistent use of IMCI.

2) Incentives in the form of trophies and recognition to faciliies that improve the
quality of care of sck children.

3) IMCI dinicd regigers introduced to serve as a job ad for managing the sck child
sysematicaly.

At mid-term (June 2000) 125 hedth workers had been trained. By the year 2002 a total of 151
clinicd hedth workers had been trained on IMClI case management. As a lesult of the traning the
number of hedth workers atending to sick children, in both GOK and NGO hedth facilities, who
have received IMCI case management training rose from 5% at basdine in 1999 to 40% in 2002.

Deveopment of supervisory checklids, supportive supervison and updates were continuoudy
undertaken during the project period. The introduction of IMCI regigters facilitated hedth providers
in ther management of under-fives in addition to the on-job-training for those yet to undergo
formd traning in IMCl. The following table 1 shows the extent to which the defined indicators
have been achieved in terms of hedlth worker training and performance.

Table 1. Indicators of Improved Management For Fever At Health Facility L evel

CUMULATIVE TARGET
INDICATORS BASELINE BY SEPT. 2002 BY DEC.| COMMENTS
2002

Number of health workers seeing sick
children in both GOK and NGO health Transfer and deaths of
facilities who have IMCI case| 5% (1999) 40%* 50% IMCI  trained staff
management training (about 30) may have

contributed to limited

achievement of set

target.
Number of children<b seen at
outpatient with IMCI classification of
very severe febrile disease who are | 15% (1997) 5096** 50% Several factors
correctly classified according to the combined contributed
IMCI guidelines to noted rise
Number of children<5 seen as including: the
outpatient with IMCI classification of introduction of
very severe febrile disease who are Not 64% 50% clinical registers,
correctly  classified and treated measured provision of IMCI
according to the IMCI guidelines drugs by nationa
Number of children<5 seen as IMCI Unit,  and
outpatient with IMCI classification of incentives  (trophies
very severe febrile disease who are | 0% (1998) 2% 50% and recognition) and
correctly classified, admitted/referred the improved
according to the IMCI guidelines supervision.

* Target was originally 60% but was revised during the project period.
** Target was originally 80% but was revised during the project period.
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The progress of hedth worker performance on completion of assessment tasks as required for al
sgck children based on the IMCI guiddines, has been tracked through a series of hedth facility
surveys during the project period. Although the BDMI project started in 1998 there had been
relevant pre-design project activities going back to 1994. For this reason assessments of this earlier
period, particularly with regard to training are included for comparative purposes. Results of these
are summarized in table 2 below. The indicators are measured against set targets.

Table 2:

Health Worker Performance as Assessed Percent of Children (2-59

Months) for Whom General Assessment Taskswere Completed*

Assessment Task Survey 1994 | Survey 1997 | Survey 2002
Ask about three generd danger sgns 0 42 73
Ask about coughy difficult breathing** 76 90 96
Ask about diarrhoea 29 82 93
Ask about fever 83 93 97
Ask about three main symptoms 19 74 91
Ask about ear problems 3 67 84
Weigh the child 73 84 97
Check weight for age 44 53 77
Undress the child completely *xk 45 76
Check pamsfor palor 5 73 88
Check the immunization history 59 86 90

Source: Herman, E. HFS 2002

* The denominator includes dl children presenting for

initid vist and without missng

results i.e. 553 for the 2002 HFS, 586 for the 1997 GOK-HFS and 747 for the 1994

Badine.

** |f a caregiver told the HW that the child had a symptom, the HW was credited as having

asked.

*** |nformation not collected during the 1994 survey.

The training enabled hedth workers to look for important Sgns and symptoms that were ordinarily
missed. Notable changes were looking for ear problems (3% to 84%) and anaemia (5% to 88%),
asking about three danger sgns (0 to 73%) and seeking the three main symptoms (19% to 91%).
This is evident in Figure la and is amplified in figure 1b where these key areas of notable change

are isolated for eases of reference..
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Figurela: Distribution of Proportion of Sick Children whose Specific signs and Symptoms
wer e sought for between 1994 and 2000
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Figurelb: Distribution of Proportion of Sick Children whose Specific signs and Symptoms
(with the most notable changes) wer e sought for between 1994 and 2000

Distribution of Proportion of sick children whose specific signsand symptoms were
sought for between 1994 and 2000
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As evident in table 3 and figure 2 below, in 1994 caretakers of sick children were mainly asked
about duration of illness, for cough, diarhoea and fever. Rardy were respiratory rate assessed
(2%), thirst (1%) or neck diffness (2%). But after training there was marked improvement in the
latter three as shown over the project period. There is a marked rise in assessng dehydration,
checking for neck giffness and measuring respiratory rate, dl a greater than 70%. Overdl tereis
marked improvement in hedth worker capability to manage under-fives with fever a the faclity
levd.

Table 3: Percent Children (2-59 months) for whom Symptom-specific Assessment Tasks
(required by the IMCI Guidelines) were Completed*
Denominator Assessment task Survey | Survey | Survey
1994 1997 2002
Asked about duration of cough 80 84 95
Children with | Exposed chest for exam 38 90 84
cough or difficult | Counted the respiratory rate 2 63 85
bresthing
Asked about duration 82 87 91
Asked about blood in stool 12 65 83
Children with | Assessed thirgt by giving water 1 36 72
diarrhoea Pinched the skin 5 68 77
Asked about duration 80 83 92
Children with | Asked about recent meases * 46 79
fever Checked neck for gtiffness 2 55 75

Source: Herman, E. HFS 2002
* The denominator includes all children with the symptom and without missing observations.
** |nformation not available.
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Figure2: Digribution for sck Children from whom Symptom-specific Assessment Tasks
were Completed
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At midterm it had been obsarved that hedth workers had difficulties in classfying and tregting
severe illness. Severd support activities were suggested to improve this. The following tables (4
and 5 compare the peformance of hedth workers evauated immediatdy after IMCI training
(EOT) and 1 to 3 months after IMCI training (1-3MPT) in 1996 and 1997 with the performance of
IMCI-trained hedth workers observed during the 2002 hedth facility survey. Figures 3&4 isolate
the performance of hedth workers with regard to cdasdfication and trestment of severe illness

respectively.
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TABLE 4: Number of cases of moderate and severe illnesses and
percentage of illnesses correctly classfied by hedth workers trained in the
Integrated Management of Childhood IlIness guiddines:
lEOT 1996-1997| 1-3MPT 1996- [ 5005 g

o No. (%) 1997 No. (%)
Classficaion No. (%)
Severe
All Severe
olassifications* 173 (31) 72 (24) 62 (52)
Sever e Pneumonia/VSD 71 (45) 25 (32) 24 (55)
Very severe febrile
i sease 48 (23) 24 (13) 28 (65)
Severe malnutrition 36 (19) 17 (18) 3 (25)
[Moderate
All moderate
Jassificationst 677 (85) 156 (83) 565 (80)
[Preumonia 115 (90) 27 (78) 118 (79)
Maaria 384 (96) 96 (96) 347 (96)
Acute ear infection 32 (28) 7 (43) 3(38)
Anemia 80 (73) 16 (56) 48 (43)
* Cases of severe dehydration, severe persistent diarrhea, severe
complicated meades and severe anemia are not lised individudly but are
included in the andlyss of dl severe classfications.
** Cases of diarrhea with some dehydration, persstent diarrhea, dysentery,
chronic ear infection and very low weight are not liged individudly but are
included in the analysis of al moderate classfications.

Source: Herman, E. HFS 2002
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Figure 3:

Per centage of severe illnesses correctly classified by health workers trained in

the Integrated Management of Childhood IlIness guidelines

All severe classifications*
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TABLE 5. Number of cases of moderate and severe illnesses and
percentage of illnesses correctly trested* by hedth workers trained in the
Integrated Management of Childhood IlIness guiddines:

[EOT 1096-1997| 1-3MPT 1996- [ 5005 iEs

1997
Classification No. (%) No. (%) No. (%)
Severe
All severe
o assificationst* 173 (32) 74 (26) 63 (55)
Sever e Pneumonia/VVSD 71 (38) 25 (48) 31(72)
Very severe febrile
i sease 48 (31) 24 (8) 24 (57)
Sever e malnutrition 36 (11) 17 (6) 3(30)
[Moderate
All moderate
o assifications*** 656 (84) 152 (85) 536 (77)
[Pneumonia 115 (88) 27 (67) 116 (78)
Mdaria 384 (95) 96 (99) 337 (93)
Acute ear infection 32 (63) 7 (86) 3(38)
Anemia 80 (54) 16 (38) 49 (45)

* Correct medication prescribed (not including dosage) and child referred if
indicated.

** Cases oOf severe dehydration, severe perssent diarrhea, severe
complicated meades and severe anemia are not lised individudly but are
included in the andlyss of al savere dassficaions.

*** Cases of diarhea with some dehydration, persstent diarrhes,
dysentery, chronic ear infection and very low weght ae not listed
individudly but are included in the analyss of al moderate classfications.

Source: Herman, E. FHS 2002
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As Tables 4&5 indicate and amplified in figures 3&4, hedth workers performed well a the end of
IMCI training in completing assessment tasks and in classfying and tresting moderate disease, but
performed poorly in dassfying and tregting severe illness. The findings dso sugget a smdl
decline in peaformance, paticulaly in dassfying and tregting severe illness, in the short follow-up
period following training. However, the consstent improvements in performance of traned hedth
workers in the 2002 survey suggests that factors other than training done must have had an impact
on performance (Herman, E. 2002).

At the 1994 basdine no support counseling for follow up took place; however after training the
1997 follow-up survey, indicated that hedth workers had began to undertake this task even though
it was 4ill low; a less than 50%. Counsding was aso identified as a mgor chdlenge by the
(WHO/MOH 2002) evaudtion team. Advice on return of the child if the child does not improve
was given by a sgnificant number of hedth workers (75%) at follow up in 1997-, which would be
the basdine for BDMI. Findings from the HFS 2002 show maked improvement. This was
paticularly marked in teling the caregiver the diagnoss (16% to 91%); Asking whether the
caregiver has questions (3% to 60%) and advice to return if the child does not improve (8% to69%)
Thisimproved to 30% in 1997 and to 60% in 2002.
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Table 6: Percent* of Children (2-59 Months) for whom the Counsding  Tasks were
Completed: A comparison of results from the 2002 HFS with results from the 1994
baseline and the 1997 GOK-HFS

Counsding Task 94 GOK-HFS | 97 GOK-HFS | 2002 HFS
Tdl the caregiver the diagnosis 16 75 91
AK if the caregiver has any questions 3 30 60
Tdl the caregiver to give extrafluids nfa** 33 54
Tdl the caregiver to continue feeding or

breast feeding na 48 58
Advise to reurn immediady if the child

cannot drink or breast feed na 37 48
Advise _to return immediady if the child 8 56 69
does not improve

** Information not avallable

Source: Herman E: Report on Findings From The Health Facility Survey 2002.

Figure5: Percent of children (2-59 months) for whom the counseling taskswer e completed.
A comparison of results from the 2002 HFS with results from the 1994 baseline and the 1997
GOK-HFS

Number and percent of children (2 — 59 months) for whom the counsdlling tasks
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O Tell the
80 caregiver the
diagnosis

60 — @ Askif the
caregiver has
any questions

O Advise to
return

immediately if
the child
20 becomes sicke

: = |

94 GOK-HFS 97 GOK-HFS 2002 HFS

24



When asked about encouragement to using the IMCI guiddines in ther daly practice, hedth
workers who atended to sick children, (45.3% dtrongly agreed that other hedth workers
encouraged them to do so. Fewer hedth workers (36.4% cited in-charges as encouraging them to
use guiddines, an observation that needs to be addressed as in-charges, by virtue of their postion
should support their staff.

Table 7: Percent Didribution of Health Workers Perception of Support to Use IMCI
Guiddines with Every Sick Child 2002 HFS, Bungoma District, Kenya (N=84 Health

Workers)

Strongly | Agree No Disagree | Strongly | Not
Agree opinion disagree | Applicable
No. (%) | No. (%) | No. (%) | No. (%) | No. (%) | No. (%)
Other HWs encourage
you to use IMCI with|29 (453) |25(39.1) |1 (16) (4 (63) |1 (1.6) |4 (6.3
every sck child
The incharge encourages
you to use IMCI with|28 (36.4) | 20 (26.0) |3 (39) |2 (26) [0 (0) 24 (31.2)
every sck child

Source: Herman, E. Hedlth facility Survey 2002
3.1.1. Health Systems support

The support system that includes availability of equipment, drugs, workload and working space are
as0 conddered as they influence performance over and above training and supervison. These
would facilitete provison of services agppropriately for sck children if they were functiond.

In 2002 it is noted that out of the 30 facilities surveyed 22 had ORT corners (Herman 2002). But
WHO/MOH team that visted the digtrict in 2002 also observed that “... ORT corners were
inadequately provided for in a number of the hedth fadlities vigted’. In terms of drug supplies it
was observed that dl facilities had ether amoxycillin or cotrimoxazole in stock- the recommended
medications for tregting pneumonia For mdaia treatment, additionaly dl fadlities had
amodiaguine and only one did not have sulfadoxingpyrimethanmine in sock (see Annex 4).
Transport for emergency referrd was not readily avalable in some hedth facilities visted and there
was no monitoring indicator in place to specificdly track it in the hedth fadlity report yet it is
crucid for an effective referrd system.

3.1.2. Observation at Selected Health Facilities

On obsarvation in sdected hedth facilities (10) hedth providers who are IMCI trained were found
to provide optima service, a reflection of the earlier findings of the hedth facility survey (Herman
2002). Based on a random review of case management a the hedth facility and observation there is
an overdl impresson of good practice. Out of the 13 hedlth providers observed 11 were found to be
undertaking correct assessment, correct classification and correct treatment. It was observed that the
hedth workers had varied peformance on the assessment of suspected symptomatic HIV infection
and this may be due to severa re-adaptations, which took place even after refresher training. The
hedth workers were comparativey teking a shorter time with the dient than immediately after
training (currently 20 minutes per client which is reasonable for a comprehensive examination).

Untrained hedlth providers were dso practicing IMCI using job aids. They were positive about their
work and said they would require supportive supervison and eventudly forma training in IMCI to
get cetified. In 14 hedth facilities where IMCI regigers are piloted the clinic assessment was better
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and it would seem that such a register routinely used would guide good practice tha is important. It
was sad that the production of the registers is expendve and for this reason they may not be used
widdy even though they greatly support the hedth worker practice. Job ads, especidly for those
hedth providers who are not trained in IMCl gppear to be useful in the management of sick
children.

The supply of the IMCl supplementary drug kit has ensured that a any given time drugs ae
avalable for treatment. In a few hedth facilities notably, Kimaewa and Kimaiti, irregular supply of
drugs was experienced. While this would ordinarily be common to al hedth facilities, those with an
active Community Improvement Fund (CIF) utilized the funds for drugs and other supplies when
need arose.

3.1.3. Health Provider Perspective on IMCI

Hedth providers across the hedth facilities visted noted that there was a marked improvement in
the management of dgck children usng IMCI guiddines that facilitate the comprehensve
examination and management of a gck child. Referrd had been reduced to a minimum, as they
were able to manage most cases locdly. This is a reflection of what was intimated a the mid-term
review that the IMCl approach was useful and effective in diagnosis and treatment. They
indicated that they were able to systematically examine a child and arrive at a diagnosis with
ease, give the correct treatment and use drugs rationally” (Olenja 2000). At Mid-term when the
IMCI approach was not yet entrenched, in one NGO facility the practice of IMCI was perceived as
“firg ad,” too time consuming, and would lead to wastage of drugs. For other facilities, IMCl was
reportedly not easy to apply unless the patients were few. While this was the feding a mid-term,
currently, the hedth providers seem to be comfortable with the time they take with dients,
suggestive that they are now more gppreciative of the IMCI approach.

3.1.4. Client’s Perspective of Services

The community perspective on IMCl would best be captured through a comprehensve community
survey. For the purpose of this exercise these perspectives are captured at ANC and caregivers
exits. Client appreciation of the IMCI gpproach has continued to grow. At mid-term Caretakers
interviewed were impressed with IMCI and gppreciated the comprehensve manner in which a child
was handled. The undressng of a child was an indication of the hedth worker's thoruogh
examination of the child and desre to give the best. Whereas those in the queue grumbled that a
hedth provider took too long with patients, once in the consultation room, the caretaker began to
appreciate the rationde for the extra time spent. Caretakers were happy with the fact that they were
told the diagnosis and that drugs were administered indtantly. These views were echoed a the find
evauation of the project.

Through exit interviews caregivers were asked about their perspective of the service received. Most
caegivers were satisfied with the comprehensve examinaion of the child and treatment. Waiting
time and service, which had been an issue in some respect, was sad to be satisfactory. Of the cases
that were observed hedth providers spent on average 20 minutes with the child. Conversdy
counsgling of caregivers gppeared inadequate with non-IMCI trained staff and caregivers were not
told the diagnoss, leaving the hedth fadlity disstisfied. In Natiri hedth centre, it was explicitly
dated that patients referred others to use the service and noted an improved dlient —provider
interaction.
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Community confidence in the hedth workers was attributed to the detailed examinaion. In one
hedlth facility one of the IMCI untrained hedlth providers noted that caregivers had with time come
to recognize those providers who were more thorough and insisted that these see their children;
thus creating discomfort among the health providers and therefore under pressure to be trained
as well. In addition, the comprehensve examination enables hedth providers to pick missed
immunization and that as a result of caretakers gppreciation of the sarvice, vitamin A upteke is on
the rise (Naitir). The issue of dient stidfaction wes redized in dl hedth fadlities visted and
reflected a move towards client-oriented service

3.1.5. LessonsLearned

Training, supportive supervison and complementary inputs towards hedth systems support
enhances the skills and capability of health workersto provide qudity care.

3.1.6. Recommendations:
Enhance supportive supervison.
Evauate OnJob- Traning, peer supervison and subsequently work out moddities of
cetification of On-Job-traning (OTJ) noting that training for IMCI, though necessxy is
very expensve
During training there is need to focus much more on counsding skills to ensure client
oriented services.
IMCI clinic registers should be used widdly to support health worker practice.

3.2. Objective2: Improved Case Management at Household and Community Levels

Prompt and effective treetment of maaria in sck children is pat of effective case management,
whether performed by hedth workers in hedth facilities or by caretakers in the home. This is built
on the premise that many dck children including those who die from maaria are raely taken to
forma hedth faclities (Mesk e. d. 2001). Given this, more attention has been given to resching
caretakers, and involving the informa hedth providers. The second objective of this project was to
educate the caretakers to recognize mdaria as an iliness ® that appropriate treatment can be sought.
Key indicators to assessthisare;

Caretakers knowledge of preventive measures of mdaria
Use of bed nets

Trestment compliance

Prompt care seeking

Appropriate management of sck child at home

Basdine surveys on care seeking behaviour revealed that over 47% of maaria cases are treated at
home as the firgt form of contact and of these 91% were started by the second day of fever, with
chloroquine and often incorrect dosage (Hamel e ad 2001). The medication was obtained from a
vaiety of locd shops, chemids and pharmacies. This prompted a needs assessment of potentia
drug vendors and their practice. The assessment revealed that while most shopkeepers had never
received training on drug use and 87% were giving ther customers some ingtruction on dosages.
However, 27% could not differentiate between anti-maarids and anti- pyretics (DHMT 1998).
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Based on these findings a series of interventions were implemented by DHMT, QAP and AMREF
to improve prescribing practices a these different outlets for medicine. The planned activities to
address this objective were:

1. Traning
Drug vendors
IMCI for hedlth workers
2. Consumer education on gppropriate mdaria prevention and treatment (55 pyramid
education approach)
3. Household and community IMCI training for health workers and CORPs

The Vendor-to-Vendor education was designed to equip vendors with rdevant skills in order to
serve the community better. The training focused on:

Generd information about maaria

Signs and symptoms of mdaria

Dangers of maaria epecialy to children and ANC mothers
Prevention and trestment of maaria

Kenya Gazette Notice on SPs & Part 11 Poison Act

The development of job aids as wel as the training of wholesde drug vendors was expected to
fecilitate communication between vendors and clients. Vendors were supplied with two job ads, a
shopkeeper job aid and client job ad. As pat of a socid marketing dtrategy the drug vendors
proudly wear T-shirts and caps with messages on maaria trestment.

Usng the mydery dient module the vendor- to- vendor (VTV) intervention was interndly
evauated in 2000. This showed that that 66% of the vendors displayed job aids and most had
sgnificantly improved knowledge and prescribing practices. Furthermore 63% of the shoppers who
purchased SP a intervention outlets were given the correct dosage (Tavrow, Shabahang and
Makama 2002). These findings resulted in the strengthening of VTV education and practice through
training of more vendors.

As a complementary to this activity, the Jrani-KwaJdrani (JKJ) intervention was indituted
principdly to address the knowledge needs of dlients in the community; empowering them to
demand for the correct drugs and dosage. They were dso expected to share smilar information with
neighbours. JXKJ involved training of Public Hedth Technicdans who would in turn tran 5
community members each. These would then train 5 others each. This rday system was seen as a
feesble way of socdd mobilization for the management and prevention of mdaia As
reinforcement, the approach dso utilized a comic book on control of maaria commonly known as
Mushauri WA Nandako - a brochure didogue on appropriate trestment of mdaria for the under-
fives @ home. This was used in conjunction with “Homa inaweza kuwa ni malaria” - an MOH
brochure on correct trestment and prevention of mdaria Although these community-oriented
interventions had only been implemented for three months before internd evduation (BDMI
quarterly report April-June 2002), the findings are encouraging. In relation to performance towards
the second objective; in this activity it was shown that:
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Similarly, on evauation of the Jrani-Kwa-Jrani intervention it was found that:

As a result of these complementary interventions there is indication of improved management of
fever a the household level to the extent that the proportion of caretakers who had relevant 1EC
materias has surpassed the target (54% versus 50%). Although the number of under-fives managed
effectively a homeis below the target it iswell above the basdline (see teble 8).
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Table8:

Improved Management of Fever at Household L evel

Cumulative | Target by
Indicators Baseline by December Comments
September 2002
2002
Nurrber of general retail shopsin rural The vendor-to-vendor
areas selling SP 0% * 36% 40% approach and close
monitoring  coupled  with
change in policy on SP
contributed to thisincrease
Number of children <5 with an
episode of fever prior to two weeks The JKJ 55 pyramid
who were treated at home with an 35%* 61% 0% education was instrumental in
effective anti-malarial drug according achieving thistarget
to national policy
Number of caretakers of children <5 The JKJ 55 pyramid
who received |IEC message on case Not 54% 50% education may have been
management at home measured largely instrumental in
achieving this target

*Baseline 1998. It is also notable that at this point in time SP had not been gazetted as a drug of choice to be sold off
the counter without a prescription.

At exit interviews with caregivers it was evident that they are knowledgesble on what to do when
there is fever. They are ale to recognize key sgns and symptoms of disease. However, in some
cases there was discrepancy in trestment. They said they would give panadol or paracetamol but
rarely reported use of SP. The variance in management may be due to the fact that NANDAKO had
only been implemented in 4 sub-locations and is yet to be rolled out in the other sub-locations. In
terms of prevention for maaria, use of bed nets was low even though there was an expressed desire
to have them. Poverty was cited as the barrier to use of nets.

Another drategy employed in the project was a vidt by implementers to Saya and Uganda who
were dready implementing IMCI. With the lessons learned, AMREF and the DHMT conducted
community assessment of community practices for community IMCI in 2001. This was followed by
the establishment of digtrictc CIMClI committee; drawing membership from various sectors and
traning of community own resource persons (CORPS) on the use of smplified maaria guiddines.
As pat of the implementation strategy, AMREF and the DHMT developed knowledge/information
packages to facilitate training of the hedth workers/CIMCI trainers. The packages are presented in
four man broad categories of the key family/community practices adopted from WHO and
UNICEF in June 2002 as follows:

Growth and development

Home care of minor childhood illness
Care seeking and compliance
Disease control

The use of schools as an approach was applied. So far CIMIC activities have been introduced in 40
schools.  Pupils have been used to collect household based morbidity data and priority areas
identified. Across the board, mdaria ranked the highest. Through the children key areas in nutrition
and hygiene are addressed. The key focus is on teaching, trestment and prevention, particularly
clearing bushes, draining stagnant water and use of bed nets. One teacher asked about IMCI said:
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“ It is working well - people can get appropriate treatment rather than MARAMOJA- a
painkiller”.

3.2.1. LessonsLearnt

The use of exiging vendors as outlets for medication in communities can be enhanced
through updates and provison of IEC materials.

Exposure to new ideas can lead to the development of innovative Strategies such as the use
of committees for IMCI interventions a community level, which was the case in this
project.

Children as an entry point into communities ae an efficent and feasble goproach for
addressing hedlth issuesin a broader context while linking home and schools,

3.2.2. Concludons

The vendor to vendor and Jirani-kwa-Jirani are complementary interventions, one
addressing the issue of access and the other awareness of effective and prompt treatment of
maariaa community leve.

Drug vendors have exided, often filling a ggp due to a weak hedth ddivery system. Thus
the project has used an exiging channd that has then been empowered to serve the
community better. Currently there are about 70 Drug Vendors in the digtrict and 58 have
been registered.

The vendors appreciate the knowledge and the job aids, which facilitate their contribution to
maaria prevention and control a community levd.

The involvement with the project and paticularly the training accorded them legitimecy as
an income-gengding group. This has implications for sudanability of this intervention
given that vendors were dready in exisence as hedth service providers at the community
levd.

Vendors experience chdlenges that include low investment cepitd; poverty, which reduces
purchasing power of community; availability of the recommended drugs and infrequent supervison
by MOH daff. In spite of these chdlenges, this Strategy has greetly influenced access to appropriate
medication. Based on their own observation and experience the vendors noted that there were now
fewer desths in the communities and they dtributed this to the avalability of drugs locdly and
therefore prompt care seeking.

3.2.3. Recommendation:
Scding up of implementation using approaches such as these a the community leve should be the
objective for an extended part of the BDMI project. As an exit strategy capacity building in terms of

financid management and invesment in the loca Sructures such as vendors and schools that steer
implementation of these activitiesis crucid for susanability.
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3.3. Objective3: Improved Prevention and Management of Malaria in Pregnancy

To reduce the risk of morbidity and mortdity among pregnant women, anaemia and low birth
weights among newborns, intermittent preventive trestment with SP has been recommended as
policy in Kenya and has been implemented in Bungoma under BDMI. A basdine study by CDC
and DHMT recorded among others that:

An asessment of TBA sarvices and practicd skills (MABS, Population, Hedth and Development
Conaultants, 2001) reveded that generdly TBAS undertake unsafe and risky practices and some
faled to refer patients with complications. It was adso evident that dthough pregnant women attend
ANC, amgority of them ddiver a home with TBAS.

Based on this background, severa activities were planned to address prevention and management of
maariain pregnancy. These included:

3.3.1. Training of health workerson malariain pregnancy

The purpose of this training was to equip hedth workers with knowledge and skills in management
and prevention of maaria in pregnancy. A tota of 240 (82%)hedth workers out of the target of 270
(90%) have been trained.

3.3.2. Training of TBAs

Under BDMI TBAs were identified as key in the provison d antenatd and ddivery services a the
community level. An gppropriate curriculum with input from the DHMT and MOH Headquarters
was developed. Under this project the target was to train 300 TBAs. However, only 100 of them
were trained in November 2002. The dday in traning of TBAs was due to a concomitant delay in
the gpprova of the curriculum by the MOH and the Nursing Council.

3.3.3. IPT coverage
The orientation of hedth workers on Mdaria in Pregnancy and the introduction of SPs and ANC

cards n the hedth facilities in Bungoma was initiated in 2001. An assessment for IPT coverage was
conducted in October 2002 conggting of a household survey and an exit interview a hedth
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facilities. This survey was undertaken in 30 clusters (sub-locations) randomly sdected from the 109
sub-locations in the didtrict. The target population was mothers of children less than 2 years old. A
total of 319 respondents were interviewed. About 94% had attended ANC a least once during their
pregnancy. At the exit interview, of the respondents given SP 65.7% had taken one dose and 34.3%
had taken two doses. Thus on introduction of this intervention, athough the SP uptake increased
ggnificantly to over 60% in 2002 up from 4% in 1998 (Williams and Munga 1999), this was
essentialy for one dose as clients came too late to qualify for the second dose.

Table9: Improving Management of Malariain Pregnancy*
Cumulative | Target by
Indicators Baseline by December | Comments
September | 2002
2002
Women who ddivered in the
last 6 months and who took 2
doses of SP as an intermittent 4%** 34.3% 40%
preventive trestment
The traning of hedth
Number of ANC workers who n’;cr:kers provision of
. . . materids  and
have recelved orientation 0%* 82% 90% . -
traning in preventive ﬁéppom \£hi ;épm/tﬁ;g
intermittent trestment with SP targets
Sour ce: BDMI Quarterly Report, July —September 2002
*Basdine 1998

** Basdine 1999

In the hedth facilities vidted during the evauation pregnant mothers were noted to come late but
just in time to receve a dngle dose. Vey few women take the second dose of SP. This is
demongtrated by data from Kimaewa and Chwele health centers as shown in table 10 below.

Table 10: Uptake of SPsby ANC Mothers. July - December 2002 in two Health centres

ChweeH/C Kimalewa H/C
1°" Dose 2" Dose Net 1°" Dose 2P Dose

2y 170 21 21 42 6
August 137 43 32 27 4
September 164 54 37 26 9
October 158 61 37 24 10
November 134 88 41 40 5
December 135 72 35 - -

Discusson with hedth providers dluded to the observation that pregnant mothers came late for
ANC; modly in the 8" month, a confirmation of a basdine study by CDC, which reveded that
whereas 65% of mothers come for ANC they do so0 late in their pregnancy. This is corroborated
with the observation that of the 11 clients who had been seen in Kimdewa in January 2002 three of
them were dready overdue for SP. One of the clients who were observed came in for trestment,
clamed to have a gestation of 5 months but on examination she was 36 weeks and had therefore to
be admitted but was clearly overdue for SP. With reference to the skills of the hedth workers, most
of them knew when to give SP except in Kimaewa where a mother missed to be given SP even
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though she was 8 months pregnant. This anomdy illustrates the need and the importance of support
supervison.

One of drategies for malaria prevention is that a pregnant mother deeps under a treated net to
prevent mdaria Through the promotion and sde of nets in the community, awvareness has been
created. At basdine in 1998 only 16% of pregnant mothers were reported to degp under a net
(William and Munga 1999). This had only margindly risen to 18% by (2001) wheress the target is
40% by the year 2002. On observation in one of the hedth fadlities (Chwele) fewer mothers
reported use of nets as indicated in table 4. On discusson with the hedth providers and exit
interviews with ANC clients the issue of cost was reported to stifle use of nets.

3.3.4. LessonsLearnt

Traning as a drategy without follow-up to ensure appropriate practice and support cannot
effect change in the management of mdariain pregnancy.

Late attendance for ANC means that fewer clients take the two doses of SP. Repest vists
would provide the opportunity to take SP as stipulated.

TBAs ae a good source of information that is the bass for change a the community leve.
Therefore appropriate use of TBAs would complement the work of hedth workers at facility
leve.

3.3.5. Recommendation:

There is need to have in place a Srategy to ensure appropriate ANC attendance. One dternative is
to tran TBAs as change agents rather than service providers. This would ensure that they act as
advocates in the community particularly to encourage women to atend ANC appropriately. The
project would need to team up with other partnersin the digtrict to address thisissue.

3.4. ObjectiveFour: Promotion of Insecticide Treated Nets (ITNs) use at Household
Level

Promotion of the use of ITNs is crticd in the prevention of mdaia a the community and
household levd. The focus in the BDMI project is on access and use. In response to this the
following activities were planned:

Operations research

Training of hedth workers and CORPs on maaria vector control and use
of ITNs

Establishment and monitoring performance of 1TNs distribution outlets

Training teechers and strengthening school health clubs

At basdine it was established that only 12% of households owned one net purchased from shops
(Some 1999). Of these 25% knew about re-treatment of nets and 21% had retrested nets. In terms of
the vulnerable groups and use of nets, 5% of children less than five years of age had dept under a
bed net and none of the nets had been treated (Hame et d 2001). This figure had risen to 8% by
2001.

Activities of the fird two years of the project after the basdine surveys included, community
mobilization for ITNs, establishment of Organized Community Groups (OCGs) for the distribution
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of ITNs, development of training materials and training. In 2000 there were 15 OCGs and by 2002
this had risen to 70, surpassng the estimated number of one outlet per location. There are 44
locations. Access to bed nets was therefore enhanced.

In the find year of the project various activities were initiated including establishment of new ITNs
digribution outlets as an effort to improve accesshility. To this end 27 additiona organized
community groups were established as outlets and ther officias trained on financia management,
leadership, business <kills, interpersonad  skills as wdl as mdaia prevention and control. In
addition there were promotiona campaigns, usng public hedth technicians to give taks in schools
and providing visud aids in market places to popularize the use of bed nets.

An important community activity is the recognition of the role of schools in mdaria prevention
activities. A totd of 40 schools were sdected to spearhead these activities. Two teachers in each of
the schools have been trained on household/community IMCl key practices including maaria
prevention and trestment. School hedth clubs have been formed and students have become key
players in message rday to ther families and other children. Rdevatt IEC materids have been
provided to these schools.

In August 2002, an assessment of ITN coverage was undertaken in 30 clusters (sub-locations) and
the findings indicate that mosquito net coverage is 31% up from 12% in 1998 and re-trestment is
28.5% from 21%. About 19% of children below five years deegp under a mosquito net. This is
evident in table 11 below.

Table 11: Percent Distribution of indicators on nets between 1998 and 2002l nsecticide
Treated Materials

Cumulativ | Target by
Indicators Basdline e by Sept | Dec. 2002 | Comments

2002
Number of households that 31%* 30% The entry of PS
own and use a least one| 12% ** with cheaper nets,
net The 5-5 pyramid
Number of childen <5 traning  gpproach,
who dept under a mosquito 5% ** 19.2% 30% opening of new
net the previous night digribution  outlets
Number of pregnant | 16% *** 20.3% 40% and the school
women who deep under an hedth activities
ITN contributed to these
Number of ITN retreated | 21% ** 28.5% 30% achievements
within the gppropriate time

* Thisisin spite of the observation that bed net sales were going down. The first six months of May to September
2000 there were 417 nets sold, January to December 2001 there were 6110 nets sold and January to December
2002 there 4935 nets sold. This might be due to entry of PSl whose bed nets are cheaper.

** Baseline 1998

*** Baseline 1999

Despite the issues of poverty and affordability, there is a gradua increase in the use of bed nets for
the vulnerable groups, pregnant women and children. Source: PSI 2002 in MOH/DMC 2002
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3.4.1. Lesson Learnt

Availability of nets is not necessarily equd to use. Financid access is a mgor factor in the use of

nets.

3.4.2. Conclusons

3.5.

The increase in the sde of nets is as a result of concerted efforts a the community leve
through the various complementary interventions of vendor to vendor, Jrani-kwa-Jrani and
an aggressve provison of IEC materids a drategic points such as shops, schools and
hedth facilities

Cog remains a mgor barier in the purchase and use of nets. Possble solutions were
discussed but there is need to revigt this issue with the community members, the outlets and
suppliers.

Given that PSI nets are chegper and they have an established network in the didrict, their
role as overseers of ITNs distribution should be explored.

Objective Five: Collection of Data and Use of Information for Planning, Monitoring
and Evaluation

To monitor trends in maaria morbidity and service utilisation rates, a basic todl is record keeping at
the hedth faclities From the discussons with DHMT and paticulaly with the officer in-charge of
records, it is clear that this component of BDMI remains the weakest. Elaborate indicators were
developed by CDC and subsequently revised by DHMT to suit their needs but this was not
effective; to the leve that would have been expected.

Indicators for the project under this objective such as the number of rura hedth facilities that
produce timely reports on morbidity and mortdity, number of vidts by supervisors were tracked
and the trend over time is shown in table 12 below

Table 12: Digtribution of Indicators on Data Collection over the Project Period,

Improving Data Collection

Cumulative | Target by

Indicators by December
Basdline September | 2002 Comments
2002

Number of hedth fadlities

DHMT involvement

by 15 day of the following
month

recaving supervisory vigdts 10%* 5% 80% in  other  activities
at least twice annudly affected this activity

Number of hedth faclities Few supervisory vidts
that submit monthly reports 43%* * 21% 60% by DHMT affected

the activity

*Survey of 1999
** Survey of 1998

No set mechanism for data collection, collation and documentation were in place and therefore.
Record keeping, submission of reports and monitoring of the project was not fully satisfactory. As a
result useful data that could have been generated has not been sufficiently captured quantitetively.
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The IMCI checkligt is in place and has been used for monitoring and evauation but these data has
not been andyzed on a regular bass. Wha has contributed to adjusment in hedth worker
performance is the assessments undertaken by Cas, particularly CDC.

DHMT agreed that dl data generated is not adequately captured in the Didrict Hedth Management
Sysem. Nevertheless as a pilot the project could have collected project specific data systematicaly
to facilitate monitoring and evduation of the project. For instance Population Council has been able
to continuoudy collect data on IPT in dl the hedth fadlities in Bungoma for the year 2001 using
desgned tools. Pat of the reason why information is not avalable a the didrict leve is tha
supervision is not as frequent as it should be otherwise the problems with recording and reporting
shoud have been detected sooner.

Documentation and dissemination of avalable information as a record of lessons learned was
limited. This was corroborated by the PMO and the DHMB. On reviewing the MOH Annud report
for Western province, whereas recent projects such as AMKENI and Population Council are
covered BDMI is not. An interview with the current and outgoing DHMB reveded that whereas
they appreciated the project, they would have liked to have feedback or update from the project
more often as community representatives. As it is, they were invited to a mesting in 2002 &fter a
long time only to be informed that the project is coming to an end when as far as they are concerned
it had just attained the stage for take off.

To a limited extent there has been an atempt to share information. For ingance the project
coordinator and some members of the DHMT have prepared papers for presentation at workshops
internationally and locdly. These have been largdy based on maerids from the community
component of the project specificaly on ITNs. In one instance a dissemination workshop was held
in 2002 to share the initiatives of VTV and JKJ. Scientific papers may have been presented and
published in internationd journas by the CDC team but this was not verified. One would have
expected that the coordinator of the project would have this information available but this was not
the case. It is plausble to date that in terms of broader dissemination this has not occurred. This is
evident in Sdtzers report of 2002 in which it is noted that: “ none of the research studies was cited
in either of the WHO papers on IMCI (Gelbond and Stansfield 2001) or on malaria control
(Meek et al .2001). Nor does it seem to be any association between Multi-Country Evaluation of
IMCI and the BDMI project (WHO 2001)”.

3.5.1. LessonsL earned

Informetion is criticd for planning and implementation. The lack of this &ffects
performance. Thisis reflected in the indicators for other objectives of the BDMI.

Management systems a the didrict levd induding supervison reaults in a falure to
achieve targets especidly in Hedlth information sysem

For project vishility dissemination isacritica component of project implementation

3.5.2. Conclugons

Development of appropriate tools to collect/collate data on a continuous basis will assst
program/project monitor, revise and or implement activities rationaly.

Management gyles, including deegation and shared responghility in ensuring improved
performance will need to be addressed by the DHMT

Future support to the project should focus on improving data collection and collation. This
will be key given that most of interventions are now consolidated and underway.

Ensure dissemination and wider use of project/study findings.
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V. Discussion: Key |ssues

This project had five components that were implemented over a five-year period dbet with variant
datup points. Case management through the implementation of IMCI is fully entrenched in the
hedth fadlities in Bungoma with a supportive hedth sysem paticulaly in terms of drugs supply
and traned personnd. Community IMCl was initiated later in the project, partly because of the
project design that had an initid focus on hedth facility level activities and partly the need to keep
pace with the nationd leve concerns over the implementation of IMCI. A range of factors
influences the implementation of the project principaly: project management and capacity building,
working rddionshipgpatnering and leveds of engaging the community. Specificdly, a the
implementation and programmétic level, data management and information dissemination, support
supervison and the ability to refer as wdl as follow up ae criticd. However, supervison and
referrd remain a chdlenge to the project.

4.1. Project Implementation and Capacity Building

Project implementation has gone on well and more importantly contributed to capacity building of
the DHMT members. Training of DHMT members as TOFs, on IMCI case management and PRA
were cited as key areas that have empowered the DHMT. The DHMT prides itsdf in having a
traning team condging of a course director, two dlinicd ingructors, nine facilitators and nine
supervisors who sarve a the nationd level as trainers. Participation in research is an additional area
that was cited and there are examples of sudies underteken singly by the DHMT. Of particular
reference are the VTV and XKJ interventions, which were largdy executed by DHMT with minimal
technical support from QAP. On discusson with the DHMT it was observed that IMCI training has
enhanced hedth worker approaches such that children under five are managed appropriately.
Demand for training in IMCI is so great that retirees are requesting to be trained in IMCl s0 as to be
effective private practitioners. In addition it was observed that hedth services have been
revolutionized such that there is a partnership between the service provider and the client and by
extensgon the community.

4.2.  Project Coordination and Working Reationships

The BDMI had multiple players each bringing in ther unique contributions. A project that has
severd operating agencies has advantages but may dso have its pitfals Based on the mid-term
review, the working reationship between the CAs was not aways very clear oftencausng
confuson and undue overload to the DHMT. It was reported that in the lagt three years (2000 —
2002) of the project have witnessed tremendous improvement in the working relaionships. Part of
the reason has been that USAID became more proactive in ensuring that the CAs provided plans for
their activities that were then synchronized for implementation. AMREF as the coordinator was
able to organize the CAs and agree on the timing for implementation of given activities This was
preceded by a clear delineation of key roles for each CA so that CDC took the lead in IMCI and
Madaria in pregnancy; Community activities especidly ITNs were the prerogaive of AMREF,
Vendor-to-Vendor and JKJ activities were led by QAP. All these were governed by ground
rulesexpectations dravn by the DHMT and AMREF. Data collection, anadyss and dissemination
were supposed to be crosscutting. Further collaboration was through the exchange of meetings and
quarterly reports.

However, because a mgority of the CAs were as not physcdly present in Kenya, planning and
implementation of activities often presented a chdlenge. There were fewer consultations than
would be the case if the CAs were physcdly present and keeping to schedules, especidly with
regard to production of reports remained problematic. A case in point is that athough some
important studies that would have been key for the fina evauation were undertaken, the production
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of the find reports had not been findized & the time of the find evaduaion. At this point, the
coordinating agency did not seem to have sufficient control over the CAs in the production of
results.

4.3.  Contribution of Operations Research to Project Interventions

Operations research, though expensve and time consuming was necessaty as a basdine for project
activities. For example the basdine data on mdaria in pregnancy was ingrumentd in the traning of
hedth workers in IPT and introducing SP for IPT for pregnant women a hedth facilities Since
then the uptake of IPT has progressvely increased. Smilaly BASICS undertook community
formaive surveys, which spearheaded activities in Community IMCI. Those activities included
development of training materids to address ddlays in care seeking, appropriate home care and
referrd. The VTV, JKJ and the deveopment of job ads interventions support community
initiatives in maaria prevention and control. The Job Aids asssed in anti-mdarids thus enhancing
capability while JKJ brochures served to create an informed consumer to demand for correct
treatment from the shopkeepers. Whereas a basdine very few people dept under nets, on
introduction of ITNs community members are buying nets, initidly in smal numbers. The project,
among others, has initisted innovative gpproaches to hedth among community members in
Bungomadigtrict.

Out of the operations research CDC developed indicators for tracking the implementation of the
vaious interventions. The indicators guided the subsequent interventions of assessment and
evdudions. So far the project addressed 16 indicators out of possble 31 indicators. Interventions
were designed as a response to address the issues raised in the operations research. Thus Operations
research findings helped to shape the nature and scope of the interventions that were drategicaly
designed to address project needs. These were built into the Bungoma Didtrict Hedth Plans and the
DHMT began to include priority areas as identified in the operations research. These areas formed
the focd points of activities becoming an integral part of MOH activities

4.4.  Supportive Supervison

Although separate IMCI dlinica supervison continued throughout the BDMI project, it was not to
the extent origindly planned. No supervisory visits were conducted between first October 1998 and
fourth April 1999. Only 65 percent of the supervisory visits planned for the period between April
1999 and September 1999 were completed (Ngugi 1999), so hedth workers did not benefit from
supervisory support to the extent anticipated. In the year 1999 the number of hedth facilities that
recelved supervison were estimated a 10%. Based on this, a target of 80% was set. In the interest
of sudanability and the thinking that the DHMT would have to take up IMCI supervison by
incorporating it in te routine DHMT supervison, an atempt was made to this effect. However, this
did not work well due to the difficulty of coordinating multiple schedules (Sdtzer 2002). Thus
IMCI supervison dropped to a low of 5% of the number of hedth facilities recelving supervison a
least twice a year in 2002. This was aso partly because the supervisors were involved in IMCI case
management training in Homa Bay, Vihiga and Kakamega digtricts (BDMI quarterly report April-
June 2002)

As support supervison is key to improving and mantaning hedth provider <kills it remans a
maor chalenge for the future of hedth worker performance and other ways will have to be
explored to address this. In facilities where in-charges are trained IMCI supervisors, there is an
attempt to supervise the other hedth workers and this seemed to work wel. This may fadl in line
with the current thinking to promote peer supervisor’. The evauation team was informed that

> Persona communication with AMKENI representative
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MOH with the support of AMKENI was in the process of working on decentrdized supervison
whereby the PMO would play a centrd role in training faclitators at the facility level who would in
turn spearhead peer supervison of on-job-traning and give cetification. This would improve on
performance as wel as cut down on training costs. On-job-Training is dready underway in some
facilitiesin Bungomaand would therefore fit in well with this arrangemen.

45. Referral

IMCI is an effective drategy to ded with the mgor causes of morbidity and mortdity especidly in
peripherd hedth facilities that are usudly poorly equipped. Essentidly IMCI is designed to operate
in the periphery as initid management and this underscores the importance of having an adequate
referral sysem. Referrd remains a mgor bottleneck to IMCI. The factors contributing to the
observed problem range from sructurd to ingtitutional, and include lack of trangport, money, poor
reception and shortage of essential supplies a the referrd facilities. In two hedth fadlities: Naitiri
and Karima patients who are referred often come back to the same hedth facility or do not go a dl
partly due to transport problems. Thus lack of appropriate transport for referrad contributes to delays
in completing referrd. Even where there is transport lack of money among most households
militates againg this. For this reason caregivers may not accept the child be referred expecting the
dart treatment to be adequate or the hedth provider to complete referral care at this first level of
contact. This problem was evident during the mid term review of the project and seems to persst.
To address this issue the DHMT has renovated a land rover that is stationed at Tongaren for use by
adjacent hedth facilities that can contact each other on cdl phones. Since referrd is beyond the
redress of the project, innovativeness on the part of the DHMT, the HCDCs and the community
hold the key to this problem.

4.6. Malariain Pregnancy and the Role of TBAS

To acceerate the uptake of IPT uptake requires that pregnant mothers are encouraged to attend
ANC. This in turn cdls for a concerted effort both a the facility level by ensuring tha SPs are
readily avallable but dso that a the community level potentid ANC mothers are prompted to seek
this service. The closest people to pregnant mothers in the community are TBAs and wield immense
influence in this regard.

Currently the role of TBAs is ambivalent. TBAsS exis as community structures that have been seen
a one level as contributing to ANC and postnatal care. There ae proponents who advocate for their
traning and use in the aisence of silled daff, while those agangt TBAs argue that high maternd
mortdity is experienced where TBAs command a large following of pregnant women. The shift
from TBASs to skilled delivery ether a a hedth facility or & community level has been prompted by
the consstent observation, that every pregnancy is a potentid risk hence the need to plan ddivery at
a dte with adequate labour monitoring systems and adequate referrd facilities. These arguments are
rased agang the backdrop of the redity that in Bungoma didrict 68% of the ddiveries are
conducted a& home with the TBA in atendance. Given this a crucid point is to identify the
gopropriate role the TBA can play to facilitate appropriate care seeking behaviour among ANC
clients especidly in respect to use of SP and focused antenatal care.

40



4.7.  Edablishing Community Partner ships

A key component of this project is the role of the community in the redization of the objectives
both as actors as well as recipients of services. With the establishment of the CIMCI the role of the
community comes into sharp focus. Perhgps the most notable is the formation of socid groups to
address directly issues of hedth and entrepreneurship. These are the Organized Community Groups
(OCGs) and the vendors who prepare and distribute nets as well as prepare drugs and other relevant
IEC information. The fact that these are edtablished community structures assures a form of
sudanability. However support is dill required for these groups, paticulaly in financid
managemen.

4.8. Other PartnersWorking in Bungoma

Apat from the BDMI project, there are other projects operationa in Bungoma on related hedth
issues. AMKENI has been working in Bungoma for about two years now. AMKENI focuses on the
broader issues of reproductive hedth, which incdude safe motherhood and child survival a which
level they would be focusng on smilar issues as BDMI. AMKENI has sdected twelve hedth
fadlities which include two as “centres of excelence” So far they have trained hedth workers,
which include the DHMT on RH and safe motherhood. It has adso trained hedth workers on IMCI
in Lugari digrict. AMKENI works through CBOs, which would then be complementary to the
CORPS who are ingrumenta in mobilization for the implementation of IMCI activities and maaria
prevention.

The Population Council has been implementing a safe motherhood demondration project in
Western Kenya incduding Bungoma didrict. 31 hedth workers have been trained on safe
motherhood and ddivery sets have been provided to 8 dispensaries. As with the BDMI, the
Population Council works through the DHMTs, DHMBs and HCDCs as well as forging community
partnerships to enhance safe motherhood and child survivd. FHI through IMPACT implement
HIV/AIDS programme, working through CBOs. As pat of coordination of activities in Western
province al the NGOs working in Western Province have quarterly meetings chaired by the PMO.
These medtings have the potentia to review activities, strengths, gpproaches and rationdize use of
resources

4.9. TheContribution of the Project to the MOH Palicy and Programming

The DHMT, as the key am of the MOH, is the implementing agency for BDMI. This is evidenced
by the lead role they play in each of the objectives of BDMI; while the project facilitates the
logigical inputs. There are notable interventions that were pioneered by the DHMT under BDMI
and have an apped a the nationa level. These include the CIMCI for which the DHMT have
developed traning materids. JKJ intervention was spearheaded by DHMT with minima assstance
from QAP. These are dready being rolled out in other didricts through the support of MOH. For
ingance, Kilifi, Homa Bay and Vihiga have visted the BDMI over the JKJ. As of January 2003
there were plans for some DHMT members to trave to Kilifi to provide technicd support on the
implementation of JKJ.

Through the V-T-V component anomdies in drug dosages had been detected and this prompted a
change in policy on SP. The DHMT was insrumental in the development of the Nationd Maaria
Guiddlines and |IEC materids tha ae visble in hedth faclities and market centres. A pool of
traners exigs in Bungoma and is often cdled upon by the Minidry to train naiondly. The DHMT
has aso contributed towards the development of the Nationd Training Curriculum on TBAS.
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In terms of sudtainability of the project, dl the IMCl drugs are supplied by the MOH. The
IMCI/WHO Report for 2002 observed that the DHMT owns the process of IMCI in Bungoma
digrict (IMCI/WHO, 2002). The yearly work plans were prepared jointly with USAID, MOH,
DHMT and AMREF. In this regard the DHMT in Bungoma has demondrated the practicability of
collaboration among nationd and donor agencies towards achieving a common god, while forging
and mantaining anationa outlook.

4.10. Exit Strategy and Issues of Sustainability

This was a five-year project, but clearly addressng issues that are entrenched in the wider hedth
care sysem that would have to continue long after the project. Many of the activities implemented
under the project are key activities of the MOH namdy: training, supervison and hedth systems
support. The project has facilitated the implementation of these key activities. At exit the activities
will go on abeit a a scded down levd in view of the large amounts of inputs required. However,
there are other partners aready in place who may contribute to the various activities. For instance
funds from DARE project which supports Reproductive Hedth (RH) under which IMCI fdls could
be used to support training. The presence of AMREF would provide continuity in that Western
Kenya remains a project area for AMREF and Bungoma would presumably become one of the
priority aress.

Apat from USAID, other partners such as Rotary Club have been indirectly supporting BDMI
activities for example the devedopment of IEC maerids on mdaria and IMCI for use in Bungoma,
Vihiga and Kilifi. AMREF dso expects support from the European Union (EU) for Community
IMCl in Ndivis (a disadvantaged divison in Bungoma, having no hedth facility), HIV/AIDS in
Nyando, Kisumu, Homa Bay and Turkana. The MOH through the WHO hopes to receive funding
for Roll Back Mdaia (RBM) from DFID. AMREF plans to negotiate and access some of this
funding for maaria activities in Bungoma. AMREF has dso prepared a concept paper to SIDA who
are planning to work in the grester Lake Victoria region with a focus on hedth, agriculture, fishing
and infrastructure.

4.11. LessonsLearned for wider Application

IsThe BDMI Model Still Valid and Therefore Replicable?

The BDMI was modeed in line with the nationa context and policies reflecting the hedth
sector reform with emphasis on  decentrdization, focusng on priorities and resource
dlocation. Mdaria remains a priority area and the integrative nature of the project reflecting
case management, vector control, maaria in pregnancy and IMCI indicates that the project
was redly pilating the policies that are dready spdlt out at the nationa level.

It is ds0 important to recognize that in the implementation of the key interventions, the
DHMT (representing the MOH) takes the lead while the NGOs and CAs provide technical
and logistica support.

The synergy of interventions, while seeming to creste overload, did contribute to the
cumulative podtive effect on hedth provisoning and promotion & the community levd and
equdly dimulating community involvement & vaious levds The V-T-V and sl of ITNs
contributes to individua economic uplift as well as community hedlth.

Although the operations research component was expensve and therefore not so amenable
to replication, this was a rdevant and key exercise for the project in that it provided the
necessty benchmarks that are important for monitoring and evauation. In terms of
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viability, the IMCI component of the project is the most amenable to replication in that it is
more incusveintegrative in approach, addressng hedth issues in a continuum, from the
hedth facility to the community level. The 16 components as a package can be addressed
with the community as partners, increasingly playing akey rolein their own hedth.

The MOH was dready implementing the firsg component of IMCI in some didricts. A
national needs assessment of CIMCI was underway a the time of this evauation and would
draw from the implementation of the same in Bungoma under BDMI.

Aspects of the project such as V-T-V and JKJ have dready sparked interest in other ddtricts
such as Kilifi, Homa Bay and Nyando where there are plans to implement the same. In the
course of January 2003 some of the DHMT members were to trave to Kilifi to provide
technica support in setting up the strategy of JKJ.

African Integrated Maaria I nitiative (AIM1)

IMCI, which is key in the implementation of BDMI, involves complementary interventions
in the community, a hedth faciliies and improvements in the overdl hedth sysem. IMCI
was used as a mechaniam to accelerating this. This is condstent with the globd initiatives of
AIMI and RBM. Given that BDMI was implemented dong other smilar projects in Mdawi
and Benin it should be possible to compare the lessons learned in dl the three countries.

Roll Back Malaria (RBM)

5.0

The god of RBM is to combat mdaria through intersect ord collaboration, community
action, Partnerships and support. In 2000, WHO's Roll Back Mdaria and IMCI task forces
held a joint meeting in Harare and recommended steps for scaling up the two approaches.
Subsequently, a framework was developed to scae up RBM and IMCI implementation in
African Countries (WHO/AFRO2001). The IMCI activities undertaken so far within BDMI
contribute, in some measure to al three components of the WHO implementation dtrategy
for RBM.

Experiences and lessons learned, paticulaly the role of community partnerships and
collaborative efforts between different agencies with complementary expertise evident in
BDMI's efforts in both maaria control and IMCI tie into the proposed framework d RBM
and would serve as a practical guide for scaling up implementation (Sdltzer 2002).

The RBM focus, and specificdly indicators for Kenya tie in wel with BDMI programmetic
options for reducing morbidity and mortaity among children under the age of five years and
among pregnant women as well as grengthening loca capacity to ddiver effective and
udanable integrated mdaria control a the hedth fadlity and community leveds (See
Annex 5)

Conclusons

In the project document there were process and outcome as well as impact measures pelled
out for each of the objectives. Jointly they were expected to contribute towards lower
child/maernd morbidity and mortdity. However, it is important to note that the timing of
implementation of the different interventions is varied. Apat from IMCI interventions,
which were initiated even before the forma BDMI project, most of the interventions started
implementation in year 2000 and 2001, a the time of the mid-term evauation. Therefore,
for this end of project evduation it is more feasble to tak about trends rather impact, which
requires a longer period of implementation, sringent monitoring and evaudtion of project
activities and careful account of the contribution of other players within the digtrict.
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The BDMI operated within the nationad set gods amed a reducing morbidity and mortdity
among children under five years and pregnant women. In this respect, two integrated
drategies were being tested: one to improve the care of sick children and the second to
reduce the burden of mdaria especidly in children and pregnant women and by extension,
the community as a whole The project has provided ussful basdine informaion on
knowledge, attitude and practices both at the hedth facility and community levels This has
in turn informed refinement and adjusments in the implementation of the project; alowing
for flexibility and innovativeness in the project design as a response to the various demands
created in the course of the project life (Sdtzer 2002),

IMCI traning and supervison has contributed to improved capability among hedth
workers. Multiple evduations of IMCl case management have shown that qudity of care
can be improved with a reasonable level of support (Herman, HFS, 2002). Based on a
random review of case management a the hedth facility and observation there is an overdl
impresson of good practice. Out of the 13 hedlth providers observed 11 were found to be
undertaking correct assessment, correct classfication and correct trestment. This is largdy
reflected in the Hedth facility survey (Herman, HFS 2002). The provider-client interaction
has improved as measured by the frequency of hedth workers welcoming the dient, giving
advice and telling the diagnosis. However, because of the synergy of interventions it is dso
plausble to argue tha the successes vishle in IMCI would dso be atributable to the
presence of other NGOs providing complementary training and systems support.

Client appreciation of the IMCl gpproach noted & mid-term evauation has continued to
grow (Olenja 2000). Caretakers were hagppy with the fact that they were told the diagnosis
and tha drugs were administered ingantly. These views were echoed a the fina evaduation
of the project. Through exit interviews, caregivers were asked about their perspective of the
sarvice recaeived. Most caregivers were sdtisfied with the comprehensve examination of the
child and trestment. Waiting time and service, which had been an issue in some respect, was
said to be satisfactory. Of the cases that were observed hedlth providers spent on average 20
minutes with the child. This is condggtent with the HFS 2002 finding that providers spent on
average 24 minutes (Herman 2002).

Training and supervison are the most expensive aspects of the IMCI but they dso condtitute
critica inputs a the hedth fadlity levd for any sgnificant impact in the provison of qudity
cae. Consequently there are severd options under consderation to sudain training and
supervison. For cost-effectiveness of the IMCI strategy pre-service training is an option.
There are discussons between MOH and rdevant traning inditutions to revise the
curriculum to accommodate IMCI.  Meanwhile on-job-training that was dready working in
Bungoma and peer supervison need to be evduated for ther feashbility and moddities for
certification.

The community IMCI was launched as an essentid component of the IMCI drategy a the
firsg IMCI globa review and Co-ordination meseting in September 1997. CIMCI focuses on
16 practices covering an aray of primary hedth care practices, largely preventive and
promotive. BDMI has just begun to address some of these, particularly mdaria control and
prevention. The vendor to vendor and Jrani-Kwa-Jrani are complementary interventions,
one addressng the issue of access and the other awareness of effective and prompt trestment
of maaria Drug vendors have exiged, often filling a ggp due to a wesk hedth care ddivery
sysem. These two interventions are instrumenta in the rollout of community IMCI in the
district and should be supported.



From a community perspective TBAs are a key resource yet from a programme standpoint
their role in maternd hedth remains ambivaent. In the context of BDMI, their contribution
is yet to be redized as only 100 were trained in November 2002. Given the divergent views
on the role of TBAs the project could wel recast this emphaszing their role as change
agents and advocates in the community; particularly encouraging women to attend ANC
gopropriately. Currently the number of women who attend ANC is high, those who receive
SP are growing but because they come late for ANC they are often overdue for the second
dose of SP. In this respect BDMI should link up with other partners in the district to work
out an gppropriate role for TBAs who may be ingrumentad in getting ANC mothers to seek
sarvice in time to get both doses of SP.

Cod is a mgor barier in the purchase and use of nets. As a measure of sustainability and an
exit drategy OCGs were encouraged to form an umbrella body that would be able to
coordinate sources of nets after the project. The Bungoma Community Hedlth organization
(BUCHO) was established and registered as a CBO. The participation of the community
through organized groups in this project has been one of the innovative pathways to linking
the community with the hedth care sysem. On discusson with BUCHO officids it was
evident that athough they are senior retired civil servants they ae not tested in ther
perceved role. Currently they have limited cepacity to undertake this responghbility of
overseeing net didribution. They would require cgpacity building in financid management
and marketing. Given that PS nets are cheaper and that they have an established network in
the digtrict, their role as overseers of ITNs distribution should be explored.

At mid-term review it was recommended that USAID and implementing partners review the
current monitoring and evaluaion drategy. Two years laer, this was not wel articulated to
the evauation team. Whereas there has been activity levd daa that has facilitated interim
adjusments in specific project areas, data collection and collation did not occur. From the
discussons with DHMT and particularly with the officer in-charge of records, other hedth
providers and observations a hedth facilities, it is clear that this component of BDMI
remains the weekest. Future support for the project should focus on monitoring and
evaduaion by way of desgning tools to collect and collate project specific data on a
continuous basis. This will be key given that the interventions are now consolidated and
underway.

The lessons learned from the interventions under in BDMI have wider gpplication nationdly
and regiondly. This is paticulaly so with the community interventions of V-T-V and JKJ.
With regad to community IMCl the activities in Bungoma will inform the nationd
assessment for community IMCI that is ongoing. Regiondly, as a result of the presentation
of the V-T-V manud BASISGhana and Uganda are reportedly adapting these approaches
while organizations in Cambodia and Rwanda have requested QAP to assst in adapting
these approaches.

Although the operations research component was expensve and therefore not so amenable
to replication, this was a relevant and key exercise for the project in tha it provided the
necessary benchmarks that are important for monitoring and evauaion. In terms of
viability, the IMCI component of the project is the most amenable to replication in thet it is
more inclusvelintegrative in gpproach, addressng hedth issues in a continuum, from the
hedth facility to the community level. The 16 components as a package can be addressed
with the community as partners, increesingly playing a key role in their own hedth. BDMI
has jus began to implement some of the interventions that will inform the natiiond needs
assessment for community IMCI thet is ongoing
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5.1.

At the leved of organization of the project it important to recognize that in the
implementation of the key interventions, the DHMT  (representing the MOH) took the lead
while the NGOs and CAs provide technicd and logisticd support. The synergy of
interventions, as a result of complementary expertise did contribute to the capecity of the
DHMT even when the work seemed like an overload. However, coordination for results at
the appropriate time can be daunting particulaly when some of the key players are not
physcaly present. This was observed a mid term and some adjustments were made to
improve the working reationships Whereass AMREF was effective in the direct
taskd/interventions with the DHMT the project coordinator seemed often experience
difficulties as the coordination role did not come with any amount of leverage or control
over the other CAs other than rely on persuasion and good will.

In spite of the late datup of most of the interventions, the overdl impresson is that the
project has made notable contributions a policy and programmatic levels. Even though it
was not feasble to measure impact a this point in time of the project, the trends are
indicative of the potentid contribution of the various interventions to maernd hedth and
child survivd.

Recommendations

Create a balance between operations research and implementation of other project components
during the project life to allow adequate time for interventions.

In planning for a smilar project it is critical to involve al relevant stakeholders and in particular the
office of the PMO who would often backstop supervision as well as monitor the different NGO
activities in the digtrict to rationalize resource utilization.

It is acknowledged that the Bungoma DHMT displays a high level of commitment and constitutes a
much needed resource team for national leve training. It is partly for this reason that supervision at
the digtrict level suffers. The DHMT will need to address this as a management issue; baancing the
needs of the district against service at the nationa level.

Bungoma DHMT will need to maximize on the use of available resources from partners working in
the district on complementary hedth projects to effectively address issues of referrad and
supervision.

There is need to support IMCI training to reach the target of 60%. In some instances, training using
On-job-Training (OTJ) may be the way to go with intensve peer supervision to bridge the gap
between trained and untrained health workers on IMCI. However, these approaches will need to be
evauated for their feagibility.

Through appropriate training strengthen the capacity of TBAs to become advocates and change
agents, emphasizing the importance of IPT for pregnant women and the need to attend ANC

promptly.

Links with poverty reduction programmes and loca employers will be key in addressing issues of
affordability for ITNs.

Future support to Bungoma district should focus on support to community based interventions that
have just been rolled out as well as M&E system, including development of monitoring tools that
would be needed to cdlect data continuoudly and data management.

At an appropriate time, undertake a household survey to gauge the impact of the project on the
community, specificaly on maternal health and child survival.
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